MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEAlI.TI-ll lAN: WELFARE SE 3 . I ‘7 /?' - STATE FILE NUMBER
DO NOT WRITE AMENDED tration District No. ___________ . __Primary Registration District No. ________ /o _Registrara No, _£. (W ¥

ON THIS STUB 3
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whnru_deceuad lived. |f institution: Residence before

a. COUNTY 3 T E ‘e | - SATE 49 b. COUNTY WA YNE  wmivien

b. CITY (If outsida corparate limits, give TOWNSHIP only) Length of stay in 1b <, CITY Inside Limits

S IUAR BLUFE 20ays | S fepmonr v ve O

¢, FULL NAME OF (If NOT in haspital, glvﬂ location) Inside Limils d. STREET {If cutside, give location} Reside on Farm
HOSPITAL OR ADDRESS
VHIK Ne ] . Yer [] No K

INSTITUTION 0&674@5 /{OSPr

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Yeur

{Type or print) MHR g EMWTH Cz ﬂﬂK ng 0(:1. 2 2. /743

5. SEX 6. COLOR OR RACE N i Naver ‘Married [] Vyirﬂ 9. AGE (tost birthday) { IF UNDER 1 YEAR IF UNDER 24 HR

HI r£ -+ Widowed [J Divorced [J 75‘ Mnn}ul Bé" I Hours |  Min.

10a. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY 1! BIR‘I'HPLACE (Ciry and siate or country) | 12. CITIZEN OF WHAT COUNTRY

AILLE~WIER ™ | Home - | Lrynotds < pol 4-5.5.

13a. FATHER'S NAME . 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND QR WIFE

R oL SHLAH Cax . Z/mel CLarK

15, WAS DECEASED EVER IN 5. ARRMED FORCE 1a cAf1a) ELAIIONT . Addrets

{Yes, no, or un nown)l {If yas, give war or dlf!! q
Koo k- ™ nJTE Seo.
18. CAUSE OF REATH {Enter only one causa per line { INTERVAL BETWEEN

VS5 300
Rev. 4/59

DATE AMENDED

741 (b) and (o).
T 1. DEATH WAS CAUSED BY: M,ZM ] ONSET AND DEATH
" . IMMEDIATE CAUSE (a) W LAY MM 3

DOCUMENT

Condlitions, if any, DUE TO (b) Cé’/b W d/ze-
which gave rise 1o
I BUE 10 f /u/@w-o-v\-a/bj, mw

ahove cause (a),
stating the under-
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO ﬁ‘éATH but not @Iated to ‘the terminal PART Iil. ¥ deceased was female was
disease co ion o in- PART 1 (a) LWM thare & pregnancy in last 90 days.
. : (O Yo I O Mo I O Unknown
O

lying causa last.

19. WAS AUTQPSY | 20s. ACCIDENT SUICIDE HOMICT 20b. DESCRIBE HOW INJURY QCCURRED. (Enter nature of injury in PART | or PART 11 of item 18.)
PERFORMED? ] A
YES3 NGO

20c. TIME OF _ HouF Month, Day, Year |
INJURY am,
P-m.

20d. INJURY OCCURRED 20a. PLACE OF INJURY (e.g.. in or abovr home, | 201, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK ] farm, factory, street, office bldg., e1c.) .
NOT WHILE AT WORK []
P ad- e .

31, 1 artendaed the deceased fro A ‘, t M 1'& llf& -3 and last saw :.;r'nlive |::n'a€C 'Z)/ /fﬁ 3

Death urred at. ” m on the date stated abuve and to rha best of my knowledge from the causes sured

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION ~

T2, 51 [Dearge or fitle 7ib. ABPRESS - 75, DATE SIGNED
‘ZLM M# T | Podlen Bty Fo | inagss
23a. BURIRL CREMATIIV?N 23b. DATE Z3¢c, NAME OF CEMETERY OR CREMATORY 7 23d. LOCATION YCity, Yown, or county) {State)
OVAL (Speci e
_MLM pAsee. _ CEM | fredmonT nes
74. JLUNERAL DIRECTOR CDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISJRAR'S SIGNATURE
754/ PED fUoNT MO, |42 =26 %3 Jé&««. = L

{Licensed Embalmer’s Statement on Raverse Side)

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this centificate was embalmed by me,

or by ] h‘ I - C Student Embalmer No.____

'

working under my personal supervision. ) l .
Student___ Signed,%ﬁfv!‘g A"@
Signature of Student Embalmer . . )
Licensed Embaltmer 4(54 'l ( .
P. O. Address ’ y /n % .

.

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




